For several decades, epidemics of chronic, non-contagious diseases have been observed in the developed countries worldwide. However, considerable health differences are noted between countries, even on the same continent, as well as between individual population groups in particular countries. These differences are very clearly observable in Europe. Professor Zatoński in his studies (HEM, PONS Study) tries to explain the causes of this phenomenon [1, 2, 3] . Differences occur between West European countries which form the core of the European Union, so-called countries of the Old Europe, and those which entered the European Union during the last decade [4] . The main cause of these differences are cardiovascular diseases, which are responsible for excessive mortality among middle-aged inhabitants, mainly males [5] . In the countries of the socalled New Europe, this phenomenon originated in the 1980s, in association with the economic crisis, as well as the lack of education of the societies concerning the prevention of the causes of cardiovascular diseases [6] . High morbidity due to cardiovascular diseases is mainly due to: diet consisting in the intake of excessive amounts of high energy foods, consumption of large amounts of animal fat, low consumption of fruits and vegetables, and tobacco smoking [7, 8, 9] . The causes of these diseases are therefore preventable. However, it is estimated that they are responsible for more than a half (54%) of the differences in mortality among males due to cardiovascular diseases between the countries of Old and New Europe [6] . Although the studies show that within the last 20 years the mortality due to these diseases has clearly decreased in the countries of Central and Eastern Europe, the differences still remain very high [1] . This resulted from the rapid modernization of these countries after the period of Communism, and change in life style, consisting in the reduction of physical activity and sedentary lifestyle; and consequently, an increase in overweight and obesity in all age groups [10, 11] . The result has been an increase in morbidity due to chronic diseases, such as: type 2 diabetes 2 [12] or metabolic syndrome [13] -the leading health problem in all countries. The second cause of health differences between the European countries are morbidity and mortality due to cancer. Tobacco smoking is the primary problem for public health in Central and Eastern Europe [14] . Within the last 20 years, positive changes have taken place with respect to a decrease in the percentage of males and females who smoke in all age groups; however, these percentages still remain high [15] . This is the causative agent of morbidity due to both cancer and cardiovascular diseases which, in consequence, affect mortality. The health differences between the urban and rural populations are a problem which has been generally avoided. Lack of knowledge of these differences results mainly from insufficient research concerning this problem. Such opinions, however, are contradicted by scientific research [16, 17] . At present, the increase noted in risky health behaviours among the rural population is very high, and concerns also the youngest age groups [11, 18] . This problem has been previously dealt with in this journal, and is continued in the present issue.
In his studies, Professor Zatoński emphasizes that contagious diseases are relatively well controlled in the countries of Central and Eastern Europe, and currently, the frequency of their occurrence is on the same level as other EU countries [6] . However, these diseases should not be omitted while planning actions in the area of public health. From time to time, the world struggles with such epidemics, which can even take the form of a pandemic. Panic associated with the threat of bird flu [19] , or a pandemic of AH1N1 flu, are specific examples [20, 21] . Threats of this type are described in this issue of the journal which concern Coli bacteria. The differences between individual continents and countries concerning the control of contagious diseases result, among other things, from the material standard of the local population, living conditions, level of education, sanitary-hygienic solutions, as well as the organization and efficacy of sanitary services. Undoubtedly, the risk of these diseases results from the type of occupation performed and place of residence. In this context, the specificity of life in the rural areas should be considered, and distinct actions in the area of health promotion and prophylaxis of diseases threatening the local population. Habitation in a rural area, far from medical centres and hospitals, especially specialist, results in the distinct and specific treatment of rural patients. For example, zoonoses create an important epidemiological risk associated with work and habitation in rural areas. These problems have been undertaken in many reports published in AAEM [22, 23, 24, 25, 26, 27] . Respiratory diseases also create a higher risk for the rural than urban population [28, 29, 30, 31, 32] . These differences have long been known. The above-mentioned aspects also precondition health differences between the inhabitants of even the same country. Solidarity in interpersonal relationships, primarily from the aspect of health as the highest value for each individual, requires efforts worldwide, most of all from the politicians who shape reality, to close this health gap. Andrzej Wojtyła -Editor-in Chief
